Many human coronavirus (HCV) isolates have been reported to cause upper respiratory tract infections in both children and adults.' 2 These isolates all fall into 1 of 2 distinct antigenic groups,1 3 4 named after the prototype strains, HCV 229E5 and HCV OC43. 6 Coronaviruses cause wheezing in young asthmatic children7 but only rarely cause wheezing in normal children. 8 Table 1 shows the number of specimens tested from index and control children that were positive for HCVs. Twenty seven per cent were positive for HCV 229E group viruses alone, 1 % were positive for HCV OC43 group viruses alone, and 2 % for both HCV groups. HCVs were found in a similar proportion of specimens from the index and control children-the detection rates were 31 % and 29% respectively. Five of the HCV positive samples were also positive for other viruses (4 rhinoviruses and 1 echovirus). Bacterial flora of the nose and throat during these respiratory infections were no different from when the children were symptom free. The respiratory signs and symptoms of preschool children with HCV infections are shown in Table 2 and the clinical diagnoses made in association with each infection in Table 3 . The diagnoses in dual infections (HCV and another virus) have been added in parentheses to show that these do not alter materially our results or conculsions.
The index children had lower respiratory tract infections, predominantly wheezy bronchitis, during 10 (30%) of their HCV infections, whereas HCV infections in the control children were of the upper respiratory tract only. We have seen a similar clinical pattern with other respiratory virus infections: the index children were more likely than their siblings to wheeze during respiratory virus infections and this was not due solely to atopy.17
Six children had reinfections with HCVs after disappearance of the antigen in intervening specimens and 1 of these children had 2 reinfections. In 4 children the antigen was present in consecutive Three peaks of HCV infection were observed during the 18 months of the study (Figure) : 2 in the late autumn/early winter of 1979 and 1980 and 1 in the early summer of 1980. No HCV infections were found in the months between these peaks.
Discussion
We have shown that coronaviruses were found in 30 % of acute respiratory tract infections of children under 6 years between October 1979 and February 1980. This may be an over estimate as specimens from which other respiratory viruses had been isolated were less likely to be used (see above). Similar results were obtained by Monto and Lim who found that children under 5 years had a 290% infection rate with HCV OC43.'4 These studies cannot be readily compared, however, as we found HCV infections by measuring antigen in nasal secretions, whereas Monto and Lim detected HCV infections by serological techniques.
We also confirmed Mcintosh's suggestion7 that coronaviruses may be important precipitants of asthmatic attacks in young asthmatic children. Our index children had lower respiratory tract infections, predeminantly wheezy bronchitis, during 30% of HCV infections. We showed that these children were more likely than their siblings to wheeze during all respiratory virus infections but that this was not due solely to atopy, and we suggested that the index children were less efficient at eradicating respiratory viruses from their upper respiratory tract. '7 One problem in the interpretation of our results is uncertainty as to how often HCV 
